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SUBJECT: Home Health Value-Based Purchasing Implementation 
 
I. SUMMARY OF CHANGES: This Change Request directs Medicare contractors to make changes 
needed to support the implementation of the Home Health Value-Based Purchasing project. 
 
EFFECTIVE DATE: November 21, 2017 
*Unless otherwise specified, the effective date is the date of service. 
IMPLEMENTATION DATE: November 21, 2017 
Disclaimer for manual changes only: The revision date and transmittal number apply only to red 
italicized material. Any other material was previously published and remains unchanged. However, if this 
revision contains a table of contents, you will receive the new/revised information only, and not the entire 
table of contents. 
 
II. CHANGES IN MANUAL INSTRUCTIONS: (N/A if manual is not updated) 
R=REVISED, N=NEW, D=DELETED-Only One Per Row. 
 

R/N/D CHAPTER / SECTION / SUBSECTION / TITLE 

R 3/20.2.3.1/Provider-Specific File 
 
III. FUNDING: 
For Medicare Administrative Contractors (MACs): 
The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined 
in your contract. CMS does not construe this as a change to the MAC Statement of Work. The contractor is 
not obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically 
authorized by the Contracting Officer. If the contractor considers anything provided, as described above, to 
be outside the current scope of work, the contractor shall withhold performance on the part(s) in question 
and immediately notify the Contracting Officer, in writing or by e-mail, and request formal directions 
regarding continued performance requirements. 
 
IV. ATTACHMENTS: 
 
Business Requirements 
Manual Instruction 
 
  



Attachment - Business Requirements 
 

Pub. 100-04 Transmittal: 3836 Date: August 18, 2017 Change Request: 9939 
 
 
SUBJECT: Home Health Value-Based Purchasing Implementation 
 
EFFECTIVE DATE:  November 21, 2017 
*Unless otherwise specified, the effective date is the date of service. 
IMPLEMENTATION DATE:  November 21, 2017 
I. GENERAL INFORMATION   
 
A. Background:   In the CY 2016 Home Health Prospective Payment System final rule, CMS finalized 
its proposal to implement the Home Health Value-Based Purchasing (HHVBP) Model in nine states 
representing each geographic area in the nation. For all Medicare-certified home health agencies (HHAs) 
that provide services in Arizona, Florida, Iowa, Maryland, Massachusetts, Nebraska, North Carolina, 
Tennessee, and Washington, payment adjustments will be based on each HHA’s total performance score on 
a set of measures already reported via OASIS and HHCAHPS for all patients serviced by the HHA, or 
determined by claims data, plus three new measures where performance points are achieved for reporting 
data. The HHVBP Model, as finalized, will be tested by CMS’s Center for Medicare and Medicaid 
Innovation (CMMI) under section 1115A of the Act. 
 
CMS will notify MACs of the payment adjustment factors for each HHA in these States via Technical 
Direction Letter (TDL). This Change Request provides instructions to the MACs regarding the actions to 
take when further instruction is received later this year, so they can prepare the correct procedures to 
implement the payment adjustments. 
 
B. Policy:   The HHAs in these nine states will have their payments adjusted (upward or downward) in 
the following manner: a maximum payment adjustment of three percent in CY 2018; a maximum payment 
adjustment of five percent in CY 2019; a maximum payment adjustment of six percent in CY 2020; a 
maximum payment adjustment of seven percent in CY 2021; and a maximum payment adjustment of eight 
percent in CY 2022. 
 
Note: Changes to the Fiscal Intermediary Shared Systems and the HH PPS PC Pricer required to apply the 
adjustment to CY 2018 claims will be made as part of a future Change Request. 
  
II. BUSINESS REQUIREMENTS TABLE 
  
"Shall" denotes a mandatory requirement, and "should" denotes an optional requirement. 
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9939.1 Upon receipt of a list of adjustment factors from CMS, 
the contractor shall enter each HH VBP adjustment 
factor in the provider file for home health agencies. 
 

  X       

9939.1.1 The contractor shall enter an adjustment factor of one 
digit and five decimal places (e.g. 1.07257 for a 

  X       
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positive adjustment or 0.98201 for a negative 
adjustment). 
 

9939.2 The contractor shall ensure the HH VBP adjustment 
factor is reported in the inpatient Provider Specific 
File in data element 30, "Special Provider Update 
Factor." 
 

  X       

 
III. PROVIDER EDUCATION TABLE 
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 None      
 
IV. SUPPORTING INFORMATION 
 
 Section A:  Recommendations and supporting information associated with listed requirements: N/A 
  
"Should" denotes a recommendation. 
 
X-Ref  
Requirement 
Number 

Recommendations or other supporting information: 

 
Section B:  All other recommendations and supporting information: N/A 
 
V. CONTACTS 
 
Pre-Implementation Contact(s): Wil Gehne, wilfried.gehne@cms.hhs.gov (Claims Processing) , Michelle 
Mack, 410-786-6714 or Michelle.Mack@cms.hhs.gov , Shannon Landefeld, 410-786-0399 or 
shannon.landefeld@cms.hhs.gov  
 
Post-Implementation Contact(s): Contact your Contracting Officer's Representative (COR). 
 
VI. FUNDING  
 
Section A: For Medicare Administrative Contractors (MACs): 
The Medicare Administrative Contractor is hereby advised that this constitutes technical direction as defined 
in your contract. CMS does not construe this as a change to the MAC Statement of Work. The contractor is 



not obligated to incur costs in excess of the amounts allotted in your contract unless and until specifically 
authorized by the Contracting Officer. If the contractor considers anything provided, as described above, to 
be outside the current scope of work, the contractor shall withhold performance on the part(s) in question 
and immediately notify the Contracting Officer, in writing or by e-mail, and request formal directions 
regarding continued performance requirements. 
 
ATTACHMENTS: 0  
  



 

Medicare Claims Processing Manual 
Chapter 3 - Inpatient Hospital Billing 

 
 
 
20.2.3.1 - Provider-Specific File 
(Rev.3836, Issued: 08-18-17, Effective: 11-21-17, Implementation: 11-21-17) 
 
The PROV file contains needed information about each provider to enable the pricing software to calculate 
the payment amount.  The FI maintains the accuracy of the data in accordance with the following criteria. 
 
Whenever the status of any element changes, the FI prepares an additional record showing the effective date.  
For example, when a hospital's FY beginning date changes as a result of a change in ownership or other 
"good cause," the FI makes an additional record showing the effective date of the change. 
 
The format and data required by the PRICER program and by the provider-specific file is found in 
Addendum A. 
 
The FIs submit a file of provider-specific payment data to CMS CO every three months for PPS and non-
PPS hospitals, inpatient rehabilitation hospitals or units (referred to as IRFs), long term care hospitals 
(LTCHs), inpatient psychiatric facilities (IPFs), SNFs, and hospices, including those in Maryland.  Regional 
home health FIs (RHHIs) submit a file of provider specific data for all home health agencies.  FIs serving as 
the audit FI for hospital based HHAs do not submit a file of provider specific data for HHAs. 
 
The FIs create a new record any time a change occurs for a provider.  Data must be reported for the 
following periods:  October 2 - January 1, January 2 - April 1, April 2 - July 1, and July 2 - October 1.  This 
file must be received in CO within seven business days after the end of the period being reported. 
 
NOTE:  FIs submit the latest available provider-specific data for the entire reporting period to CO by the 
seven-business day deadline.  If CO fails to issue applicable instructions concerning changes or additions to 
the file fields by 10 calendar days before the end of the reporting period, the FI may delay reporting of data 
related to the CO instructions until the next file due date.  For example, if CO instructions changing a file 
field are issued on or after September 21 with an effective date of October 1, the FI may exclude the October 
1 CO-required changes from the file submitted by October 9.  The FI includes the October 1 CO-required 
changes, and all subsequent changes through January 1 in the file submitted in January. 
 
A.  PPS Hospitals 
 
The FIs submit all records (past and current) for all PPS providers every three months.  Duplicate the 
provider file used in the "PRICER" module of the claims processing system. 
 
B.  Non-PPS Hospitals and Exempt Units 
 
The FIs create a provider specific history file using the listed data elements for each non-PPS hospital and 
exempt hospital unit.  Submit the current and the preceding fiscal years every three months.  Code Y in 
position 49 (waiver code) to maintain the record in the PRICER PROV file. 
 
C.  Hospice 
 
The FIs create a provider specific history file using the following data elements for each hospice.  Submit 
the current and the preceding fiscal years every three months.  Data elements 3, 4, 5, 6, 9, 10, 13, and 17 are 
required.  All other data elements are optional for this provider type. 



 
Effective October 1, 2005, data element 13 is no longer applicable to payment applications but is still 
required.  Data element 35 is required for all hospices.  Data elements 33 and 38 are optional and may be 
populated if needed. 
 
Effective October 1, 2013, data element 34 (Hospital Quality Indicator) is required. 
 
D.  Skilled Nursing Facility (SNF) 
 
The FIs create a provider specific history file using the following data elements for each SNF beginning 
with their first cost reporting period that starts on or after July 1, 1998. 
The FIs submit the current and the preceding fiscal years every three months.  For PPS-exempt providers, 
code Y in position 49 (waiver code) to maintain the record in the PRICER PROV file.  Data elements 3, 4, 
5, 6, 9, 10, 13, 19, and 21 are required.  All other data elements are optional for this provider type. 
 
Effective October 1, 2005, data element 13 is no longer applicable to payment applications but is still 
required.  Data element 35 is required for all SNFs.  Data elements 33 and 38 are required if there is a 
special wage index.  Effective October 1, 2005, through September 30, 2006, data elements 33 and 38 are 
required since there is a special wage index. 
 
E.  Home Health Agency (HHA) 
 
The FIs create a provider specific history file using the following data elements for each HHA.  Regional 
home health FIs (RHHIs) submit the current and the preceding fiscal years every three months.  Data 
elements 3, 4, 5, 6, 7, 8, 9, 10, 11, 13, 19 and 30 are required.  All other data elements are optional for this 
provider type.  All fields must be zero filled if not completed.  Update the effective date in data element 4 
annually.  Ensure that the current census division in data element 11 is not zero.  Ensure that the waiver 
indicator in data element 8 is N.  Ensure that the MSA code reported in data element 13 is a valid MSA 
code. 
 
F.  Inpatient Rehabilitation Facilities (IRFs) 
 
The FIs create a provider specific history file using the following data elements for each IRF beginning with 
their first cost reporting period that starts on or after January 1, 2002.  FIs submit the current and the 
preceding fiscal years every three months.  For PPS-exempt providers, code Y in position 49 (waiver code) 
to maintain the record in the PRICER PROV file.  Data elements 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 13, 18, 19, 
21, 25, 27, 28, and 42 are required.  All other data elements are optional for this provider type. 
 
Effective October 1, 2005, data element 13 is no longer applicable to payment applications but is still 
required.  Data element 35 is required for all IRFs.  Data elements 17, 33, 38, and 49 are required if 
applicable to the IRF. 
 
Effective October 1, 2013, data element 34 (Hospital Quality Indicator) is required. 
 
G.  Long Term Care Hospital (LTCH) 
 
The FIs create a provider specific history file using the following data elements for each LTCH beginning 
with their first cost reporting period that starts on or after October 1, 2002.  FIs submit the current and the 
preceding fiscal years every three months.  For PPS-exempt providers, code Y in position 49 (waiver code) 
to maintain the record in the PRICER PROV file.  Data elements 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 12, 13, 14, 18, 
19, 21, 22, and 25 are the minimum required fields for entering a provider under LTCH PPS. 
 
Effective July 1, 2005, data element 35 is required.  Data elements 33 and 38 are optional and may be 
populated if needed.  Data elements 12, 13, and 14 are no longer applicable. 
 



Effective July 1, 2006, data elements 23, 24, 27, 28, and 49 are required. 
 
Effective October 1, 2013, data element 34 (Hospital Quality Indicator) is required. 
 
H.  Inpatient Psychiatric Facilities (IPF) 
 
The FIs create a provider specific history file using the following data elements for each IPF beginning with 
their first cost reporting period that starts on or after January 1, 2005. 
 
The FIs submit the current and the preceding fiscal years every three months.  For PPS-exempt providers, 
code Y in position 49 (waiver code) to maintain the record in the PRICER PROV file.  Data elements 1, 2, 
3, 4, 5, 6, 7, 8, 9, 10, 13, 17, 18, 19, 21, 22, 23, 25, 33, 35, 38, and 48 are required.  All other data elements 
are optional for this provider type.  Although data element 25 refers to the operating cost to charge ratio, 
ensure that both operating and capital cost-to-charge ratio are entered in data element 25 for IPFs.  Ensure 
that data element 21 (Facility Specific Rate) will be determined using the same methodology to determine 
the interim payment per discharge under the TEFRA system. 
 
Effective July 1, 2006, data element 13 is no longer required.  Data elements 33 and 38 are optional and may 
be populated if needed. 
 
Effective October 1, 2013, data element 34 (Hospital Quality Indicator) is required. 
 
NOTE: All data elements, whether required or optional, must have a default value of “0” (zero) if 
numerical, or a blank value if alphanumerical. 
 
The provider specific file (PSF) should be transferred to CO using the Network Data Mover (NDM) system, 
COPY TO and RUN JOB statements, which will notify CO of PSF file transfer.  FIs must set up an NDM 
transfer from the FI's system for which it is responsible.  It is critical that the provider specific data is copied 
to the CMS Data Center using the following input data set names ("99999" should be changed to the FI's 5-
digit number): 
 

Data set Name ---COPY TO: --MU00.@FPA2175.intermediary99999 
 
DCB=(HCFA1.MODEL,BLKSIZE=2400,LRECL=2400,RECFM=FB) 
 
Data set Name ---RUN JOB:  --MU00.@FPA2175.CLIST(intermediary99999) 
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